Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 07/01/2018 - 06/30/2019

BlueCross BlueShickd

'@9 inste State of lllinois (Active and Retirees): BA HMO Coverage for: Individual + Family | Plan Type: HMO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.
This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-868-9520 or at
https://policy-srv.box.com/s/yaq27kkcoisOn782vqccu8cuuh6cdt93.
For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossary. You can view the Glossary at https://www.cms.gov/CCIlIO/Resources/Forms-Reports-and-Other-Resources/Downloads/UG-Glossary-508-MM.pdf or call
1-800-868-9520 to request a copy.

Important Questions _ Why This Matters:

What is the overall $0 See the Common Medical Events chart below for your costs for services this plan
deductible? Ccovers.

Are there services

covered before you meet | No. You will have to meet the deductible before the plan pays for any services.

your deductible?

Are there other

deductibles for specific | Yes. $100 deductible for prescription drugs.
services?

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply.

$3,000 Individual/36,000 Family The out-of-pocket limit is the most you could pay in a year for covered services. If

you have other family members in this plan, they have to meet their own out-of-

What is the out-of-pocket

limit for this plan? Prescription drug expense limit: - . : 3 .

$2,000 Individual/$4,000 Family pocket limits until the overall family out-of-pocket limit has been met.
What is not included in Premiums, balanced-billed charges, and Even though you pay these expenses, they don't count toward the out—of—pocket
the out-of-pocket limit? healthcare this plan doesn'’t cover. limit

This plan uses a provider network. You will pay less if you use a provider in the
plan’s network. You will pay the most if you use an out-of-network provider, and you
might receive a bill from a provider for the difference between the provider’s charge
and what your plan pays (balance billing). Be aware, your network provider might use

Yes. See www.bcbsil.com or call

Will you pay less if you | 4 g1 ag 9520 for a list of participating

use a network provider?

arendel an out-of-network provider for some services (such as lab work). Check with your
provider before you get services.
Do you need a Referral to Yes This plan will pay some or all of the costs to see a specialist for covered services but
see a specialist? ' only if you have a Referral before you see the specialist.

Blue Cross and Blue Shield of Illinois, a Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
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“ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pa

. ' e . Non-Participating Limitations, Exceptions, & Other Important |
Services You May Need Participating Provider Provider Information

(You will pay the least) (You will pay the most)

Common

Medical Event

Services or supplies that are not ordered by
Primary care visit to treat an . your F’rimarv Cens thsicign o BTERS
injury or ilness $20 copay/visit Not Covered Principal Health Care Provider, except
. emergency and routine vision exams, are not
If you visit a health covered.
zarlrce"p_nli'gwder SEles Specialist visit $30 copay/visit Not Covered Referral required.
You may have to pay for services that aren’t
Preventive care/screening/ No Charge Not Covered preventive. Ask your provider if the services
immunization needed are preventive. Then check what your
plan will pay for.
Diagnostic test (x-ray, blood No Charge Not Covered Referral required.
If you have a test work)
Imaging (CT/PET scans, MRIs) | No Charge Not Covered Referral required.
* For more information about limitations and exceptions, see the plan or policy document at 20f 6
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What You Will Pay

Common Services You May Need Non-Participating

Participating Provider

Medical Event (You will pay the least)

Provider

Limitations, Exceptions, & Other Important
Information

You will pay the most
$8 copay/prescription
(retail)

$20 copay/prescription
(mail order)

$26 copay/prescription
(retail) $26 copay/prescription
$65 copay/prescription | (retail)

Generic drugs $8 copay/prescription (retail)

If you need drugs to

. Preferred brand drugs
treat your illness or

condition (mail order)
More information about
prescription drug $50 gogay/prescription N
coverage Is available at Non-preferred brand drugs (retail - $50 copay fprescription
www.bcbsil.com. $125 copay/prescription | (retail)
(mail order)
$8/$26/$50
Specialty drugs copay/prescription Not Covered
(retail)
Facilty fee (te.g., ambulatory $250 copay/visit Not Covered
If you have outpatient | SUrgery center)
surgery
Physician/surgeon fees No Charge Not Covered
Emergency room care $250 copay/visit $250 copay/visit
If you need immediate :Emerqerrt]c:( ] No Charge No Charge
medical attention HTansporiation
Urgent care No Charge Not Covered

* For more information about limitations and exceptions, see the plan or policy document at
https://policy-srv.box.com/s/yaq27kkcoisOn782vqccu8cuuh6cdtos.

34-day supply at Retail
90-day supply at Mail Order

Rx Out-of-Pocket Expense Limit:
$2,000 Individual/$4,000 Family

For Out-of-Network drug provider, you are
responsible for 25% of the eligible amount
after the copay.

Certain women’s preventive services will be
covered with no cost to the member. For a full
list of these prescriptions and/or services,
please contact Customer Service.

Coverage based on group policy.
Prior authorization may be required.

Referral required. Deductible applies.

Referral required.

Copay waived if admitted. Deductible applies.
Ground transportation only.

Must be affiliated with member’s chosen
medical group or referral required.
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Common
Medical Event

Services You May Need

Participating Provider
(You will pay the least)

What You Will Pay
Non-Participating
Provider

Limitations, Exceptions, & Other Important
Information

If you have a hospital
stay

If you need mental
health, behavioral
health, or substance
abuse services

If you are pregnant

If you need help
recovering or have
other special health
needs

If your child needs
dental or eye care

Facility fee (e.g., hospital room)
Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

Childbirth/delivery professional
services

Childbirth/delivery facility
services

Home health care

Rehabilitation services

Habilitation services

Skilled nursing care

Durable medical equipment

Hospice services

Children’s eye exam

Children’s glasses
Children’s dental check-up

$350 copay/admission

No Charge
No Charge

$350 copay/admission

$20 copay/visit

No Charge

$350 copay/admission

$30 copay/visit
No Charge

No Charge
$350 copay/admission

No Charge

No Charge
No Charge

Not Covered
Not Covered

You will pay the most

Not Covered

Not Covered
Not Covered

Not Covered

Not Covered

Not Covered

Not Covered

Not Covered
Not Covered

Not Covered
Not Covered

Not Covered

Not Covered

Not Covered

Not Covered
Not Covered

* For more information about limitations and exceptions, see the plan or policy document at
https://policy-srv.box.com/s/yaq27kkcoisOn782vqccu8cuuh6cdtos.

Referral required. Deductible applies.

Referral required.
Unlimited visits. Referral required.

Referral required.

Copay applies for the 1st prenatal visit only.
Cost sharing does not apply for preventive
services. Depending on the type of services, a
copayment may apply. Maternity care may
include tests and services described
elsewhere in the SBC (i.e. ultrasound.)

Referral required.

Referral required.

60 visits combined for all therapies.
Referral required.

Excludes custodial care. Referral required.

Referral required.

Benefits are limited to items used to serve a
medical purpose. DME benefits are provided
for both purchase and rental equipment (up to
the purchase price). Deductible applies.

Inpatient copay may apply. Referral required.
Limited to one exam every 12 months at
participating providers.

None

None
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Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Cosmetic surgery e Longterm care e Private-duty nursing
e Custodial care ¢ Non-emergency care when traveling outside the e Routine foot care (with the exception of person
o Dental care (Adult) u.S. with diagnosis of diabetes)

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Acupuncture : ll_rll(?:rrtlirl]i? ?r((ja:tment e Routine eye care (Adult)
e Bariatric surgery y e Weight loss programs (except when non-

: : e Most coverage provided outside the United ; .
e Chiropractic care States. See www_bcbsil.com medically supervised)

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: the plan at 1-800-868-9520, U.S. Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272) or
www.dol.gov/ebsa/healthreform, or Department of Health and Human Services, Center for Consumer Information and Insurance Oversight, at 1-877-267-2323
x61565 or www.cciio.cms.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health Insurance
Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Blue Cross and Blue Shield of lllinois at 1-800-868-9520 or visit www.bcbsil.com, or contact the U.S. Department of Labor's Employee Benefits Security
Administration at 1-866-444-EBSA (3272) or visit www.dol.gov/ebsa/healthreform. Additionally, a consumer assistance program can help you file your appeal.
Contact the lllinois Department of Insurance at (877) 527-9431 or visit http://insurance.illinois.gov.

Does this plan provide Minimum Essential Coverage? Yes
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet the Minimum Value Standards? Yes
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
Spanish (Espafiol): Para obtener asistencia en Espafiol, llame al 1-800-868-9520.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-800-868-9520.

Chinese (H30): AN A2 SCAYAEE), IR ITIX AN 57591-800-868-9520.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-800-868-9520.
To see examples of how this_plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

_;i ‘I".

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. Use this information to compare the portion of

costs you might pay under different health plans. Please note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and
hospital delivery)

a

Managing Joe’s type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

Mia’s Simple Fracture
(in-network emergency room visit and follow
up care)

M The plan’s overall deductible $0
M Specialist copayments $30
W Hospital (facility) $250
® Other $0
This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services
Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)
Total Example Cost $12,800
In this example, Peg would pay:
Cost Sharing
Deductibles $0
Copayments $300
Coinsurance $0
What isn’t covered
Limits or exclusions $60
The total Peg would pay is $360

The plan would be responsible for the other costs of these EXAMPLE covered services.

M The plan’s overall deductible $0
M Specialist copayments $30
® Hospital (facility) $250
® Other $0
This EXAMPLE event includes services like:
Primary care physician office visits (including
disease education)
Diagnostic tests (blood work)
Prescription drugs
Durable medical equipment (glucose meter)
Total Example Cost $7,400
In this example, Joe would pay:
Cost Sharing
Deductibles $0
Copayments $800
Coinsurance $0
What isn’t covered
Limits or exclusions $60
The total Joe would pay is $860

M The plan’s overall deductible $0
B Specialist copayments $30
® Hospital (facility) $250
m Other $0

This EXAMPLE event includes services like:
Emergency room care (including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost $1,900

In this example, Mia would pay:
Cost Sharing
Deductibles $0
Copayments $90
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Mia would pay is $90
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@ @ BlueCross BlueShield of Illinois

If you, or someone you are helping, have questions, you have the right to get help and information in your language at no cost.
To speak to an interpreter, call the customer service number on the back of your member card. If you are not a member, or don't have a card, call 855-710-6984.

Ay gl S eae S5 ) 8 Gl pae Ay jela o pSadl e Saad) s 45 e Jeal og 8 aa e ) aadll QIS (g3 e iy &y 55 peall il gladly sacbiadl e Jpeasdl 8 Gall el (i saeld Gadd ool )l IS o
Arabic .855-710-6984 e Jails dilday Gl Y i€
HEah RS, NI EEREINE R, HILEEY, S EAMRRUSMNBBEEEBAME, B—UBNE SEENESNTAFSANEPRBEERE. MREFRTH 088
Chinese WA, EEE 855-710-6984.
Frangais Si vaus, ou quelgu'un que vous étes en train d'aider, avez des questions, vous avez le droit d'obtenir de I'aide et linformation dans votre langue & aucun colt. Pour parler a un interpréte, composez le numéro du
French service client indiqué au verso de votre carte de membre. Si vous n'étes pas membre ou si vous n'avez pas de carte, veuillez composer le 855-710-6984.
Deutsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die
German Kundenservicenummer auf der Riickseite Ihrer Mitgliedskarte an. Falls Sie kein Mitglied sind oder keine Mitgliedskarte besitzen, rufen Sie bitte 855-710-6984 an.
EMnvika Edv eozic ) kGmolog Trou BonBare £xeTe epwINOEIS, EXETE TO Bikaiwpa va AaBete Bonbeia kai mAnpogopieg o yAwooa oag xwpig xpéwon. MNa va piAqoere ot Evav Sieppnvéa, KaAEoTe Tov apiBpd eummpémong
Greek TeAGTWY TIoU avaypageral oo Tow pEpog TG kaprag péhoug oag. Eav Bev eiote péhog fi Sev Exere kapra, kaAtoTe Tov apiBud 855-710-6984.
dpsaudl % M uUl dR HeE 531 26U A Acll BY olly Alrial Aol 3. geual WA dld scl W2, dHRL HeAUEddl sl wesn WA Aes Acll violRk R Sld 53
Gujarati %l VU HEAUE ol HAdcll Alet, Ul vUsll WA 5§ o2l Al 855-710-6984 ololx UR SlA 53
& afe 39k, 31 3 Toreeh! FErTar T @ & I, 99 &, A JTIHY 39el ST 3 2ok Feradn IR Serehrdl gre et 7 HfHR & | B sreqares & ara e & oo, 39 seE F1E F
Hindi i T 31T TmEe War Fat WS B | AT HTT BT ALl 8. AT HISH UTH F1S Ael &. ar 855-710-6984 I el Y |
Italiano Se tu 0 qualcuno che stai aiutando avete domande, hai il diritto di ottenere aiuto e informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare il servizio clienti al numero riportato sul lato
[talian posteriore della tua tessera di socio. Se non sei socio 0 non possiedi una tessera, puoi chiamare il numero 855-710-6984.
st=20 Qo Bt T = S S= AIE0| 220 UCHH Aol PE2 NS SN FEE AGI2 2 28 = A= A2 UASLICL AR JIE RS0 UA=DH MEIA BSE
Korean TSI AI2. B R0| OtLIAIHLE FEED} A Al B 855-710-6984 S Z T BHF L& AI2.
Diné T"aa ni, ¢éi doodago ta’da bika ananilwo’igii, naiditkidgo, ts’ida bee na ahooti’i’ t'aa niik’e nika a’doolwol. Ata’ halne’i bich’|” hadeesdzih ninizingo ¢éi kwe’é da’iniishgi aka anidaalwo igii
Navajo bich'{” hodiilnih, bee nééhozinii bine’dé¢’ bikda’. Koji atah naaltsoos nd hadit’éégdo éi doodago bee nééhdzinigii ddingo koji” hodiilnih 855-710-6984.
Polski Jesii Ty lub osoba, kiorej pomagasz, macie jakiekoiwiek pytania, macie prawo do uzyskania bezplatnej informacji i pomocy we wiasnym jezyku. Aby porozmawiac z tumaczem, zadzwon pod numer podany na
Polish odwrocie karty czlonkowskiej. Jezeli nie jeste$ czionkiem lub nie masz przy sobie karty, zadzwon pod numer 855-710-6984.
Pycoi Ecnu y Bac unv 4enoseka, KOTOPOMy Bbl MOMOraeTe, BOIHUKNY BOMPOCHI, Y BAC €CTb NPaso Ha BecnnaTHyio NOMOLL 1 MHDOPMAUMIO, NPEAOCTaBNEHHYI0 Ha BALEM A3bIKe. YTODLI NOrOBOPUTE C NEPEBOAYMKOM,
Hseion no3eoHUTE B OTAEN 0BCNYXUBaHUA KNUEHTOB NO TenedoHy, YKa3aHHOMY Ha OBPAETHOIA CTOPOHE BaLLIGH KaPTOMKK1 y4aCTHUKA. ECNW Bbl HE ABNAETECH YHACTHUKOM WK Y BAC HET KAPTOHKW, NO3BOHMUTE M0

TenedoHy 855-710-6984.
Espafiol Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno. Para hablar con un intérprete comuniquese con el nimero del Servicio al
Spanish Cliente que figura en el reverso de su tarjeta de miembro. Si usted no es miembro o no posee una tarjeta, llame al 855-710-6984.
Tagalog Kung ikaw, 0 ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng tulong at impormasyon sa iyong wika nang walang bayad. Upang makipag-usap sa isang tagasalin-wika,
Tagalog tumawag sa numero ng serbisyo para sa kustomer sa likod ng iyong kard ng miyembro. Kung ikaw ay hindi isang miyembro, o kaya ay walang kard, tumawag sa 855-710-6984.
) o S Sy ad esme S8 ol S S s e B 1S S deals Gllaglaa ) 2 Gk e 5 o) S S e o Gon Dl (BS eum oS el (S o S0 ol WS LSl 8

Urdu S S 5 855-710-6984 « 5 0 SAS s S em g spaa gl S g oy SIS S
Tiéng Vit Néu quy vi hoac ngudi ma quy vi giip & c6 bat ky cau hdi ndo, quy vi c6 quyén duoc hd tro va nhan thong tin bAng ngdn ngir cia minh mién phi. D& néi chuyén véi thang dich vién, goi s6 dich vy khach
Vietnamese hang nam & phia sau thé héi vién cla quy vi. Néu quy vi khdng phai 14 hdi vién hodc khdng c6 thé, goi sb 855-710-6984.
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Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language assistance.
We do not discriminate on the basis of race, color, national origin, sex, gender identity, age or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

300 E. Randolph St.
35th Floor

Office of Civil Rights Coordinator Phone: 855-664-7270 (voicemail)
TTY/TDD: 855-661-6965
Fax: 855-661-6960
Email: CivilRightsCoordinator@hcsc.net

Chicago, lllinois 60601

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Washington, DC 20201

Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html
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